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Casting Upper Anterior All-Acrylic Bridge 


W. E. WILSON, D.D.S., Springfield, Ulinois 


DIGEST 


A technique is suggested 
and illustrated for casting 
an all-acrylic plastic 
bridge with plastic veneer 
facings for upper anterior 
replacement. The method | 
of molding the veneers is 
outlined with detailed in- 
structions for packing; 
the preparation of the lat- 
erals is described in 
step-by-step procedure. 

The advantages offered 
are (1) elimination of 
error, because the casting 
is made on the original 
model taken from the 
original impression; (2) 
accurate fit resulting from 
the control of shrinkage 
in the casting technique; 
(3) improved contour 
over that of hand-carved 
contour; controlled color 
tone, shading, and stain- 
ing of the veneers because 
these can be checked be- 
fore the abutments are 
prepared for the case and 
the original color of the 
veneers is not affected in 
the procedure. 


| | 


THE ESTHETIC restoration of lost teeth 
in the upper anterior arch is a problem 
that has not been solved with present 
day materials and techniques. One of 
the most difficult of all these replace- 
ments is the loss of the two central in- 
cisors. In the majority of these cases 
the destruction of the lateral incisors is 
so extensive on the mesial, distal, and 
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Fig. 1—Stock resin teeth; plastic veneers molded from mold 31M (Fig. 2); working model 
ready for waxing. 


Fig. 2--Tin-foiled flask and plastic veneers after they have been molded from mold 31M of 
denture shape guide. 


incisal that it is impossible to prepare 
sound presentable preparations for re- 
tention with three-quarter gold crowns. 
Also the lateral presents many familiar 
abnormal developments. 

The all-acrylic cast plastic bridge 
with plastic veneer facings seems to 
hold a promising solution of this prob- 
lem. Plastic veneer facings can be made 
by the operator or can be made from 
upper anterior resin teeth now in stock 
for dentures (Fig. 1). 

Fig. 2 shows acrylic veneers in the 
mold and the porcelain teeth that were 
used to make the mold. The advantages 
in purchasing acrylic stock teeth or in 
the operator’s making his own veneers 


are that (1) the shade can be checked 
before the operator begins preparation 
for the case; (2) the size, shape, and 
contour can be anticipated; (3) the 
bridge will possess tooth individuality. 


Technique 


Method of Molding Veneers—The 
shape and contour of the teeth to be re- 
produced in acrylic are selected from 
any of the mold guides used for select- 
ing teeth for dentures (Fig. 2 showing 
mold 31M). It is advisable to select a 
mold that is slightly larger than re 
quired to allow for grinding. 

1. Pour investing plaster in the bot- 
tom half of the flask and place the four 
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Fig. 3—Acrylic we and body shade 


Fig. 4—Preparation for anterior jacket; A, 
tapered groove made by 701-2-3 tapered fis- 
sure bur. 


porcelain teeth with the labial down 
about 1 mm. or 2 mm. deep in soft plas- 
ter. After the plaster has set, remove the 
porcelain teeth. This will give the oper- 
ator an impression in the investment. 
Tin-foil the bottom half. 

2. Press soft pink wax in each of the 
four imprints, making the gingival 
about 1 mm. thick and the incisal about 
3mm. thick. Place tin foil over the plas- 
ter and waxed veneer. Put the top half 
of the flask over the bottom and pour 
with plaster. After the set has taken 
place, open the flask, remove the wax, 
and clean the tin foil with chloroform. 

3. Packing: a) Select the body shade 
of acrylic powder and mix with the 
acrylic liquid. 

b) Make a second mix for the incisal 
tip. 

c) Pack the body shade in each tooth 


Fig. 


Fig. 5—Sketch made from model shown in Fig. 1. Note parallel grooves in mesial and distal 


walls. 


8—lInjecting separator in sprue hole after wax has been boiled out. 
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Fig. 10—Placing body shade acrylic in crucible of flask. 
Fig. 11—Screwing plunger into crucible which will force plastic through sprue hole. Note 
compensating springs under platform. 


\ imprint and close the flask in a hand 


press. 

d) Let this set about half a minute. 
open, and trim the excess flash joints 
around each tooth imprint. | 

e) Cut out the body shade, curving 
mesially and distally for the incisal tip, 
packing as shown in cross section in 
Fig. 3, A. 

f) Pack the tip shade and close the 
flask in a hand press. 

g) Open and study the markings be- 
tween the incisal tip shade and the body 
shade. 

h) At this time any corrections can 
be made and staining can be accom- 
plished. 

i) Place in compensating press, and 
place the entire press in room tempera- 
ture water and boil for about 45 min- 
utes. Cool to room temperature before 
opening the flask. 

Preparation of Laterals—A prepara- 
tion of the teeth for an all-acrylic plastic 
bridge is the same as for a porcelain 
jacket crown with the addition of 
grooves in the mesial and distal made 
with a number 701-2-3 tapered fissure 
bur and parallel with the long axis of 
the tooth (Fig. 4, A). This preparation 
will act as a lock for the bridge similar 
to the lock of a three-quarter gold crown 
(Fig. 5). It will also place a rib rein- 
forcement in the finished bridge (or 
jacket) in the proper area to distribute 
the incisal forces. 

1. After the preparation has been 
checked, select the copper cones the 
same as for porcelain jackets. Soften 
the inlay wax and force it over the 
coned teeth. Place the plaster in a tray 
and take the impression. Remove the 
impression after the plaster has set and 
take the bite. (Impression and model 
are shown in Fig. 6.) The impression is 
poured with blue die-stone and plaster 
mixed half and half by volume. After 
the investment has set, remove the 
model from the impression. The model 
with resin veneers are shown in Fig. 1. 

2. The plastic veneers are ground in 
and contoured; then waxed on the 
model. The case is removed from the 
articulator and trimmed. It will be 
noted that the cuspids are left on each 
side of the model as in Fig. 7. The sprue 
is placed on the lingual side of the case 
and waxed on the sprue former. The 
flask is placed over the sprue former 
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and the investment is prepared and 
poured into the flask. 

3. After the investment has set, the 
sprue former is removed; a crucible, 
the same size as the plunger, is left in 
the casting machine, and a sprue hole 
is left in the waxed case. The invested 
case is then placed in warm water and 
the wax boiled out. A little chloroform 
is poured into the sprue hole to remove 
the excess inlay wax. This in no way 
will affect the veneers. A liquid sepa- 
rator is injected into the sprue hole and 
allowed to stand for 15 minutes (Fig. 
8); the excess is then blown out with 
compressed air through the sprue hole. 

Originally I used liquid soap but this 
gave considerable difficulty. 1 now use 
a liquid separator that comes in a kit 
which is furnished by several of the 
manufacturers of acrylic for operative 
dentistry. 

4. Select the same body shade of 
acrylic powder as the body shade for 
the plastic veneer (Fig. 9). The polymer 
(powder) and the monomer (liquid) 
are mixed either on a slab or in a mix- 
ing bowl. When the mix has reached the 
proper consistency, it is placed in the 
crucible of the flask (Fig. 10) and the 
flask is placed on the platform of the 
casting machine preparatory to casting. 

5. Start rotating the handle slowly so 
as not to have too much initial pressure 
exerted on the material. The springs 
under the platform will compensate for 
any over-compression and will automat- 
ically keep a force on the plunger as 
the monomer turns over to the polymer, 
thus casting to micrometer accuracy 
(Fig. 11). 

6. Place the entire casting machine in 
water and boil for 45 minutes. Allow 
the flask to cool to room temperature 
before removing the case from the in- 
vestment. Fig. 12 shows the case re- 
moved from the flask but still on the 
original model. It will be noted that 
there are no fins on the case and there 
is little finishing to be done after the 
sprue is cut off. 


Comment 


This technique may be used in the 
replacement of the single central with 
the lateral and central used as abut- 


ments or in making a single jacket 
crown. 


Fig. 12—Case removed from flask; still on original model. Note that there are no flash joints. 


Fig. 14—Anterior four-tooth bridge and jacket crown made by the same technique. 


Advantages 


1. There is no chance of error, be- 
cause the casting is made on the origi- 
nal model taken from the original im- 
pression. 

2. The fit will be accurate as it is 
found that shrinkage is completely con- 
trolled in the casting technique. 


3. The contour is far superior to that 
had by hand-carving. 

4. Color tone, shading, and staining 
of the veneers can be checked before 
the abutments are prepared for the 
case. The original color of the veneers 
is not affected. The body shade B (Fig. 
3) polymerizes completely to veneer A. 

504 Myers Building. 
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Pain Control by Cold Control 


CHESTER J. HENSCHEL, D.D.S., New York City 


THE APPLICATION of reagents to vital 
dentine has been a persistent source of 
unnecessary pain and trauma, caused 
almost entirely by unwittingly altering 
the temperature of the living dentine. 
The principle of thermal stabilization, 
dealt with in another article’ on the 
elimination of pain when burs and 
stones are used, is thus extended to the 
prevention of almost all pain caused by 
the application of any medicinal to the 
most sensitive dentine. 

It has long been realized that 
warmed reagents cause less pain on ap- 
plication to vital dentine than those 
used at average room temperature(70 
F.). Unfortunately, there has been 
little follow through of this thought and 
little understanding of the scientific 
principles involved. 


The Sensitivity of Teeth 


The relative sensitivity of vital teeth 
to thermal changes varies with the fol- 
lowing factors: (1) the threshold of 
irritability of the patient; (2) the 
character of the exposed tooth surface 
(enamel, dentine, or cementum); (3) 
the proximity of the exposed surface 
to the pulp or dento-enamel junction 
(There is strong clinical evidence that 
the known hypersensitivity of these 
regions is due largely to their intense 
sensitivity to thermal change. It is 
recognized that the agents that cause 
the greatest reaction to the pulp are 
heat and cold.?) ; (4) the extent of sur- 
face exposed to the thermal change; 
(5) the quantity (“wattage”) of heat, 
as distinguished from temperature 
(“voltage”); i.e. small versus large 
saturated cotton pledgets (A large wet 
cotton pledget at a relatively moderate 
temperature may contain more calories 
of heat and result in more thermal 
shock than a small one more widely 
divergent from body temperature.) ; 
(6) the particular vitality or irritabil- 
ity of the dental pulp involved; (7) 


1Henschel, C. J.: Pain Control through Heat Control, 
DentaL Dicest, 47 :294 (July) 1941. 

*Behan, R. J.: Cephalalgia, chapter in Oral Diagnosis 
and Treatment Planning, Edited by S. C. Miller, Phila- 
delphia, C. Blakiston’s Son & Co., 1936. 
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DIGEST 


In terms of applied tem- 
perature and consump- 
tion and loss of heat due 
to volatilization, pain 
from reagents occurs in 
two main phases: 

First: the initial shock 
of application. This is re- 
lated to bottle tempera- 
ture (which should be 
105° F.), vapor pressure, 
and specific heat. An ap- 
plied reagent must never 
be more than thirty de- 
erees hotter, nor fifteen 
degrees colder than body 
temperature. 

Second: the absorption 
of energy from the tooth 
by the volatilizing liquid, 
the precise amount pro- 
portionate to vapor pres- 
sure, and exaggerated by 
the air syringe. Non-vol- 
atile drugs cause pain 
only during the first 
phase. 

Inasmuch as operative 
treatment comprises more 
than 80 per cent of all 
dentistry, avoidable pain 
caused by the application 
of reagents to vital den- 
tine must have contribut- 
ed largely to the wide- 
spread fear of dentistry. 
So long as dental treat- 
ment is associated with 
painful procedures there 
will never be actual “pre- 
ventive dentistry.” 


the presence of varnishes, insulating 
bases, and similar substances; (8) the 
age of the patient; the age of the teeth 
and protective metamorphosis.* 


Vapor Pressure and Specific 
Heat 


Although previous experiments es- 
tablished the existence of an oral pain 
“tolerance zone” at from 85° F. to 
130° F., in the new investigations on 
medicinals, it was immediately evident 
that pain was not directly related to 
simple temperature alone (Fig. 1). 
Vapor pressure and specific heat proved 
to be important pertinent physical 
properties in determining the painless 
“bottle temperature” of a dental re- 
agent. High vapor pressure and low 
specific heat of a drug may result in 
lowering the temperature of a wet cot- 
ton pledget during the relatively short 
interval of transference from bottle to 
mouth. Ninety-five per cent alcohol, 
with a vapor pressure of 12. and a spe- 
cific heat* of .55 is actually applied at 
about 55° F. even though its bottle 
temperature may have been 70° F. 
These properties for chloroform are 33 
and .23 respectively, and result in an 
applied temperature of 37° F. 

The application of any 70° F. drug 
to dentine would elicit pain because its 
temperature is below the low tolerance 
point of 85° F. If the drug is volatile, 
however, pain is produced not only by 
the initial shock caused by the disparity 
in temperature between the applied re- 
agent and the tooth, but also by the sub- 
sequent and further cooling of the tooth 
by the evaporation of the reagent. With 
volatile drugs, such as chloroform, 
cooling is so rapid that a saturated cot- 
ton pellet actually falls sixty degrees 
below body temperature—an excessive 
and pain producing difference. This is 
the “consumption of energy”® which 
inevitably occurs during evaporation, 


3Bodecker, C. F.: Variability in Sensitiveness of the 
Teeth to Cavity Excavation, J. D. Soc. State of New 
York, 8:3-10 (January and February) 1941. 

*Hodgman, C. D.: Handbook of Chemistry and Physics, 
Cleveland, Chemical Rubber Company, 1920. 

5Ostwald, Wilhelm: Principles of Inorganic Chemistry, 
London, McMillen, Ltd., 1914. 
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but may be limited by using a minimum 
of the medicinal fluid. Another expe- 
dient is to fill the cavity with loosely 
packed dry cotton which is then wet 
with the reagent; thus, heat loss occurs 
on the outside of the cotton away from 
the dentine surface. 


Temperature Acclimatization 


Dentine can become acclimated to 
variations in temperature if the changes 
are gradual. Conversely, liquids of 
widely different temperatures, although 
still within the tolerance zone, may 
elicit pain if applied in rapid succes- 
sion; thus, a 125° F. application im- 
mediately following one of 90° F. may 
cause pain, because a rapid rise of 35° 
F. is more than vital dentine can toler- 
ate. If a suitable interval is allowed be- 
tween applications, the surface temper- 
ature of the dentine can return to 98.6° 
F. When the warmer fluid is applied, 
the rise is then only 26.4° F. and there- 
fore may be tolerable. If a 110° F. fluid 
is used as an intermediate application 
between the first one of 90° F. and the 
last of 125° F. there may be no pain 
because the changes would be limited 
as follows: First, the 90° F. application 
would cause 98.6° F. tooth structure 
to fall to the temperature of the appli- 
cation or 90° F.—a drop of 8.6 de- 
grees; second, the application of 110° 
F. fluid would increase the surface 
temperature of the dentine from 90° F. 
to 110° F.—a rise of 20 degrees; third, 
the final application at 125° F. would 
induce a rise of only 15 degrees. Vari- 
ances of this nature are usually within 
the tolerance range of vital dentine. 


The Zone of Tolerance 


The applied temperature of standard 
dental reagents was determined by 
using “wet bulb” thermometers under 
varying conditions of temperature and 
humidity (Fig. 2). Only one set of ex- 
periments with volatile drugs at 72° F. 
and 58 per cent humidity need be re- 
corded. These may be considered aver- 
age office conditions, as shown in the 
accompanying table. We may safely 
assume that the applied temperature of 
non-volatile reagents closely approxi- 
mates their bottle or room temperature. 
During clinical tests due consideration 
Was given to the factors of vapor pres- 
sure and specific heat. Average teeth 


Fig. 1—Method of testing and finding tolerance zone. The ten vials are mounted on a brass 


bar which has one end fixed over a small flame. Because of heat loss by conduction and 
radiation, each successive vial is cooler. 


exhibited an applied Temperature Tol- 
erance Zone of from 85° F. to 130° F. 
Above or below, pain is evidenced. It 
is necessary to emphasize that this zone 
held little relationship to the room or 
bottle temperature of volatile reagents. 


It was found that if all bottle tempera- 
tures were maintained at 100° F. to 
150° F. even volatile drugs, such as 
chloroform, would reach the tooth sur- 
face at a point above 85° F. if the trans- 
ference were reasonably rapid. 


CHLORO- 


FORM 


Fig. 2—Wet bulb thermometers. Right and left end thermometers indicate that room and 
liquid or bottle temperatures are the same. The other five thermometer bulbs are wrapped 
in wet wicks hanging in reagent jars. 3 
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Fig. 3—Electrically heated reagent container. This device holds five bottles which rest in the 


water bath. When in use the caps can be hung on adjacent posts. 


Besides the possible delay in carry- 
ing reagents from the bottle to the 
tooth, the size and temperature of the 
cotton pliers may be a contributing 
cause of pain. In a 70° F. room, this 
metal instrument is capable of absorb- 
ing quantities of heat from any sat- 
urated cotton pellet. It is, therefore. 
wise to warm cotton pliers by flaming 
gently before grasping a pellet of cot- 
ton (which should be a small pellet). 
under the following circumstances: (1) 
in treating a hypersensitive tooth or pa- 
tient; (2) in using highly volatile 
drugs; (3) in using previously unheat- 
ed reagents, and (4) when operating in 
an especially cool room. 


Painless Medication 


For general use in the prevention of 
pain from medicinal application, stand- 
ard reagent bottles should be immersed 
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in a pan of warm water. The high spe- 
cific heat of water will insure a reason- 
ably uniform temperature. A compound 
heater may be used, or a simple pan on 
a tripod over a small flame. For con- 
venience. there has been devised a small 
container for five or six bottles which 
fits into the glass or spray bottle heater 
of the dental unit (Fig. 3). In this way 
the bottles are kept at 105° F. This 


water bath may be constructed by any 
competent tinsmith. It is thus unneces- 
sary to warm any chemical individually. 
or to flame and inadvertently char . 
saturated pellet of cotton. 


Abuse of Compressed Air 


The unnecessary absorption of tooth 
heat by compressed air must also be 
guarded against in a technique directed 
toward preventing heat loss and the 
chilling of vital dentine. The conven- 
tional air syringe or chip blower, even 
of the most modern, heated type, is dii- 
ficult to use correctly and painlessly. 
Its use should be avoided wherever pos- 
sible in favor of the use of absorbents. 

Room temperature air is 30° F. be- 
low body or tooth temperature; 15° F. 
below the lowest average tolerance point 
of the tolerance zone. In addition, the 
temperature of any gas is lowered in 
passing from a confined space through 
a small orifice into an area of lessened 
pressure. This is precisely what occurs 
during the use of the chip blower or air 
syringe. Heating the air within the 
syringe to body temperature is not suf- 
ficient; it must be hotter; the exact 
temperature depends on the employed 
pressure and the size of the orifice. As 
with medicinals, there must be correctly 
tempered air at the site of application. 
The applied temperature of the air will 
be noted when one blows upon the hand 
with the mouth wide open, and then 
with pursed lips. The air in the lungs 
and mouth was warm before it was 
forced through the orifice of the lips. 
Then the molecules diverge, increasing 
their intermolecular distance—the kin- 
etic energy exhibited by the molecules 
as motion is drawn from absorbed heat. 
Any adjacent substance loses energy 
to the expanding gases. 

This heat loss is further exaggerated 
by the evaporation of tooth moisture or 

(Continued on page 452) 


Experiments with Volatile Drugs under Average Office Conditions 


All Reagents Temperature Variance from Approximate Vapor 
-at Room Recorded Body Temperature Specific Pressure in 
Temperature by “Wet” due to Consumption Heat Millimeters of 
Bulb of Energy in Mercury 

58% Humidity | Thermometers Volatilization at 98° F. 
Water 59 -39 1.00 $ 
70% Alcohol 55 -43 By 10 
95% Alcohol 94 -44 a 12 
Chloroform 37 -61 23 33 
Acetone 38 -60 51 38 
Ether 11 -87 83 
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A Standardized Procedure for 


Roentgenography 


GEORGE SCHUGAR, B.S., D.D.S., Pittsburgh 


DIGEST 


A simplified technique by 
which roentgenograms of 
maximum diagnostic 
value may be had is offer- 
ed as a standardized pro- 
cedure for roentgenogra- 


phy. 
The method of devel- 


opment is suggested as 
holding the crux of the 
problem along with the 
governing principles for 
photography which the 
author holds to be the 
same as that for roentgen- 
ography inasmuch as a 
roentgenogram, if it is to 
have validity and diag- 
nostic value, must have 
the photographic quali- 
ties of good composition, 
razor-edged definition, 
and maximum anatomic 
detail. 


Exposure, length of de- 
velopment, solutions, 
temperature, and agita- 
tion receive consideration 
first as to fundamental 
principles and then with 
specific recommendations 
for applied procedure. 


A formula for a devel- 
oper solution is particu- 
larly described both 
chemically and with re- 
gard to its application. 


THE PURPOSE OF this article is the pres- 


entation of a practical simplified tech- 
nique by which roentgenograms of 
maximum diagnostic value may be as- 
sured. Dental roentgenography is in- 
dispensable to modern dentistry as a 
diagnostic aid. To date, however, its ap- 
plication has met with only varying 
success. This has been attributed to the 
shortcomings of roentgenography in 
general; whereas, actually, faulty re- 
sults can be traced to the technical 
limitations of the operator. 

A perfect technique of taking roent- 
genograms will not offset imperfect de- 
velopment. This is the crux of the prob- 
lem. In the past, stress has been laid 
repeatedly on operative and interpre- 
tive processes; but the conduct of these 
activities is made ineffectual if the 
roentgenogram is lacking in photo- 
graphic qualities. Indisputably, if a 
roentgenogram is to have validity and 
reliability, it must have the photo- 
graphic qualities of good composition, 
razor-edged definition, and maximum 
anatomic detail. 


rs 


; i 


Fig. 1—Armamentarium. 


BATU 


There has been in the past a notably 
sharp cleavage between roentgenog- 
raphy and photography. The separa- 
tion, entirely unwarranted, accounts 


for the indifferent success of dental : 
roentgenography. Joseph A. Pollia,' 


noted authority in the field of alveolo- 
dental roentgenology, maintains that 
roentgenography is one of the most ex- 
acting branches of photography. He af- 
firms that clarity and brilliance of im- 
age result from faithful adherence to 
its laws. Photographic laws or princi- 
ples, relating to exposure, length of de- 
velopment, solutions, temperature, and 
agitation must receive strict compliance 
consistently to insure genuinely diag- 


nostic roentgenograms. 


Roentgenography is photography in 
every respect but one—the means by 
which the silver bromide emulsion is 
“activated.” Without consideration of 
this and the aforementioned principles, 


1Pollia, J. A. (M.D.): The Fundamental Principles of 
Alveolo-Dental Radiology, Brooklyn, Dental Items of In- 
terest Publishing Company, 1930, Pages 53, 187, 196. 
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roentgenographic efforts are doomed to 
failure and disappointment. 


UPPER MOLAR 


Fundamental Principles Gov- 

erning the Technical Aspects of 
 Reentgenography 

1. Exposure—Exposure controls the 
amount of film density. Density is the 
quantity of metallic silver deposited 
upon a given area of the film. If a 
roentgenogram is under-exposed, it will 
be lower in density and lower in con- 
trast than a normally exposed film. If 
it is over-exposed, it will be greater in 
density and lower in contrast than a 
normally exposed film. Contrast after 
exposure is dependent on the length of 
development time and the strength of 
the developer. 

According to Bailey,” “Contrary to 
many old beliefs . . . under-exposure 
can never be remedied by prolonged de- 
velopment in normal solutions. Known 
under-exposure may be treated to some 
slight advantage by prolonged develop- 
ment in very weak solutions, although 
the results will never correct the diffi- 
culty. Also, over-exposure is not helped 
by short development even though the 
negative appears dense ... ” There is 
just one remedy for under-exposure or 
over-exposure; that is, a new exposure. 

A definite degree of correlation exists 
between the latitude in exposure and 
the speed of the film. To all intents and 
purposes the two are interdependent. 
Unquestionably, exposures must be ac- 
curate; therefore, the roentgenologist 
must take into account the variables in 
alveolar development. Inasmuch as 
there is no method for predetermining 
the exact extent of calcification of bone, 
there is great need for a wide latitude 
of exposure when taking a roentgeno- 
gram: the slower the film, the greater 
the latitude in exposure. Equally im- 
portant, it has been proved that the 
slower the film, the finer the grain and 
the sharper the image that results. 

One other variable influencing ex- 
posure must be taken into account; 
namely, the strength of the developer. 
With a given emulsion and a given con- 
trast range, the stronger the developer, 
the narrower the latitude in exposure; 
the more diluted the developer, the 
wider the latitude in exposure. This is 
substantiated by C. B. Neblette® who 


2Bailey, H. G. (F.R.P.S.): The Story of a Face, San 
Francisco, Camera Craft Publishing Company, 193°, 
Page 80. 


Fig. 2—Full-mouth roentgenograms taken in the conventional manner. 


says: “The latitude of a sensitive ma- 
terial . . . is not a constant of the emul- 
sion but varies with the degree of de- 
velopment,” or contrast. 

2. Length of Development- -The 
length of the development period i: 9 
controlling factor in roentgenography, 
because the degree of contrast depends 
on it. Contrast is not to be confused 
with density. It is the difference be- 
tween densities; that is, the difference 
between the densities of the lightest and 
the darkest portions of the image. Both 
contrast and density grow with develop- 
ment. If the developing time is short- 
ened, the contrast is decreased; where- 
as, if the developing time is lengthened, 
the degree of contrast is increased to a 
point where the film will fog. An in- 
crease in the amount of carbonate will 
increase the degree of contrast for a 
given developing time. Basically the 
contrast obtained for any given develop- 
ment period depends on the speed of 
the emulsion employed and the extent of 
calcification of the bone. Again, as 
Bailey” says, “Contrast after exposure 
is the direct result of the extent of the 
development and the nature of its re- 
ducing capacities.” 

3. Solutions—Solutions are caustic 
or slower fine grain. The five minute de- 
veloper, commonly used, is a caustic, a 
strong developer. Its use is unsound in- 
asmuch as it does not assure the best 
type of diagnostic film. This is main- 
tained by Mees* who says: “When a 
film is first placed in the developer 
only the surface of the emulsion is de- 
veloped, and as development continues 
the developer penetrates into the film 
and develops more and more deeply in 
it. In the case of a strong developer this 
effect is accentuated because a strong 
developer will develop the surface to a 
good density before it has penetrated 
through the emulsion, while a weak 
developer will penetrate at the same 
rate as a strong developer and will not 
develop so rapidly, so that with a strong 
developer there is a tendency for the 
image to be confined to the surface of 
the emulsion and with a weaker solu- 
tion for it to penetrate through the 
whole emulsion.” 

Victor Loczi, a professional photog- 


“Neblette, C. B. (F.R.P.S.): Photography and Its Prin- 
iples and Practice, Edition 3, New York, D. Van Nos- 
rand Company Inc., November, 1938, Page 208. The 
\lodern Encyclopedia of Photography, Volume 1, Boston, 
‘merican Photographic Publishing Company, Page 535. 


rapher, states emphatically: “With the 
five minute (or faster) caustic devel- 
oper, it is utterly impossible to obtain 
gradation—good highlight and shadow 
detail throughout the negative. With- 
out good gradation, there can be no 
film quality.” 

According to authoritative sources, 
therefore, there is no doubt whatever 
that the caustic developer develops only 
a portion of the image. The roentgenol- 
ogist who does employ it sacrifices qual- 
ity for speed. Only by adherence to an 
exacting procedure can one fulfill the 
purpose of a dental roentgenogram, 
which is the appearance in the nega- 
tive of minute anatomic detail with ac- 
companying variations. 

Pollia’ states: “In healthy bone the 
calcium content is constant. Pathologic 
conditions in this tissue cause either an 
increase or a decrease in bony sub- 
stance.” Anatomic variations can be 
discerned easily by the changes in the 
index of illumination. A diluted devel- 
oper produces relatively uniform roent- 
genograms characterized by softness 
in general tone. This is substantiated by 
Blumann:> “Dilution really causes 
softness not only mechanically but in 
a way chemically as slow development 
gives a finer deposit.” 

Mees? states: “Since the contrast de- 
pends chiefly upon the density of high- 
lights .. . (in roentgenography the situ- 
ation is reversed, becoming densities of 
shadows instead) the contrast grows 
during development just as the density 
does. It grows rapidly at first, when 
there are many grains to be developed, 
and then more slowly until, finally, 
when the exposed grains are all devel- 
oped, the negative will not give any 
more contrast however development 
may be prolonged, and a continuation 
of development will only result in the 
production of a fog.” 

“An almost universal defect of al- 
veolo-dental roentgenographs is that 
they are fogged,” states Pollia.1 Prob- 
ably the factor most responsible is over- 
development. Proof of the inadequacy 
of the popular five minute caustic de- 
veloper is the preponderance of 
“rogues gallery” roentgenographs— 
harsh and lacking in vital anatomic de- 
tail. No completely developed image 


4*Mees, C. E. K. (Sc.D.): The Fundamentals of Photog- 
raphy, Edition 8, Eastman Kodak Company, Rochester, 
New York, 1938, Pages 65, 55, 103. 


ever emerges from development in a 
caustic solution. 

4. Temperature-—Temperature is an 
extremely vital factor in the developing 
process, 65° F. being the ideal tempera- 
ture. This applies to all liquid baths: 
developer, stop-bath, fixer, and final 
wash. A rise in temperature in the de- 
veloper will increase the rate of devel- 
opment; a drop will correspondingly 
decrease it. | 

5. Agitation—The place of agitation 
in the film development cannot be 
stressed too forcefully; it assures the 
contact of the emulsion with fresh solu- 
tion during development. Only through 
regulated, intermittent agitation can 
one always be certain of uniformity in 
development as the developer becomes 
exhausted in those portions where the 
heaviest deposits of silver occur. Agita- 
tion is an essential phase of our pro- 
posed standardized procedure. 

The only possible method of securing 
clean, sparkling roentgenograms is by 
systematic agitation in tank develop- 
ment. More frequent agitation increases 
the rate of development for a given 
time; less frequent agitation decreases 
it. Sigismund Blumann® suggests cau- 
tions for agitation: “Move film holders 
up and down in solution, rocking the 
tank will not produce uniform develop- 
ment.” 


A Standardized Procedure for 
Successful Roentgenography 


It is an infallible rule that the final 
contrast in roentgenograms is deter- 
mined by the calcium content of the 
jawbone. In a young patient, the jaw- 
bone is spongy or porous; there is a 
marked difference between teeth and 
bone with regard to their respective 
densities. There is an extremely wide 
contrast range as well, because of the 
lack of calcification of bone. In the av- 
erage adult, the bone is more calcified 
and so the contrast range is narrower. 
In the senile, there is still further calci- 
fication of bone and consequently even 
narrower contrast range between the 
bone and teeth. Polliat summarizes: 
“Increased function induces greater de- 
velopment; therefore the older the pa- 
tient, the more marked will be the tissue 
characteristics and the number of can- 


5Blumann, Sigismund (F.R.P.S.): Photographic Hand- 
book, San Francisco, Photo Art Publisher, 1935, Pages 
9, 11, 5, 1, 4, 59. 
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Fig. 3—Full-mouth roentgenograms with the use of pyro-metol. Lack of contrast is due to the age of the patient (Age 50, female) ; 


cellations. In addition to this the or- 
ganic constituent of the bone decreases 
with an increase of the calcium salts, 
which produces a more definite can- 
cellation line, as well as an increased 
index of illumination.” 

The existing contrast range of each 
group must be considered. X-ray films 
for the three age groups cannot be 
treated in the same fashion if the nec- 
essary visible anatomic detail in the 
bone so essential to a diagnosis is to be 
preserved. Adolescent and adult x-ray 
films developed in the same manner as 
the senile are in danger of over-devel- 
opment. It is unsound roentgenography 
to prolong development after “maxi- 
mum” contrast is achieved. The length 
of development is dependent on the 
contrast range. When development is 
prolonged beyond a point where all “‘ac- 
tivated” silver salts are reduced, the un- 
exposed silver salts begin to develop. 
This causes the blacks and whites to 
run together—with a subsequent loss of 
razor-edged definition and fine ana- 
tomic detail. 

The problem can effectively be solved 
by employing a single standardized so- 
lution and by varying the lengths of the 
development periods for each age 
group. For the present, pyro-metol, the 
modified non-staining solution ideally 
answers the need for a good developer. 
It is composed of three distinct stock 
solutions, numbers 1, 2, and 3, which 
are stable when kept separately. Blu- 
mann® insists that regardless of the 
claims made for the lasting propensi- 
ties, no developer should be used longer 
than three or four days. Pyro-metol is 
preferable to a single stock solution in 
that the dentist can use a fresh develop- 
ing solution for each batch of films with- 
out the customary loss of time in the 
mixing, cooling, and assimilating peri- 
ods. Today pyro is the favorite devel- 
oper of the masters and the profession- 
als, and is considered “the best all 
round developer always: concentrated, 
and in a highly alkaline state, giving 
dense contrast; diluted and with a min- 
imum alkalinity, producing deposits as 
fine and delicate as metol or even gly- 
cin” (Blumann®). Besides being more 
amenable to dilution than other devel- 
opers, it possesses additional superior 
characteristics: It gives better tone- 
gradations; it is less likely than other 
agents to be affected by changes in tem- 


TaBLE 1—Pyro-Metol Developer* 


Chemicals 
Stock Solution 1: 
Distilled water (about 125° F.) 
Metol 
Sodium bisulphite 
Pyro 
Potassium bromide 
Stock Solution 2: 
Distilled water 
Sodium sulphite 
desiccated 
Stock Solution 3: 
Distilled water 
Sodium carbonate 
monohydrated 


Avoirdupois 


32 oz. 
314 


*Dissolve ingredients in order mentioned. Store each solution in brown bottle; keep away from light. 


perature; it toughens the emulsion. 
Pyro when used in combination with 
metol has the exclusive property (un- 
like any other developer) of intensify- 
ing the silver image and thereby mak- 
ing it possible to obtain adequate films 
even in cases of under-exposure. 


Formula 


Pyro-metol is the name by which the 
formula recommended here is known. 
There are three chemicals commonly 
used as reducers in photographic for- 
mulas; namely, pyro (pyrogallol), 
metol, and hydroquinone. These chem- 
icals, singly or in combination, when 
used in conjunction with an alkali, such 
as sodium carbonate, reduce the “acti- 
vated” silver salts of the emulsion to 
metallic silver; however, each of these 
reducers produces a different charac- 
teristic in the final image. As an ex- 
ample: Metol gives detail, and hydro- 
quinone, density. 

The combination of pyro-metol was 
selected for the following reasons: (1) 
the advantages of pyro already cited, 
together with the energetic action of 
metol; (2) stability—greater service- 
ability than from one stock solution; 
(3) excellent balanced reaction in that 
the combination gives both good detail 
and good contrast; (4) adaptability 
(ease of control; use in emergencies) ; 
(5) color of solution indicates the de- 
gree of oxidation—solution when used 
should be a clear light amber color. 


Dilution 


Standardization can only be accom- 


plished through the use of a fresh de- 
veloping solution for each batch of 
films. Only by employing a fresh de- 
veloper can the roentgenologist cor- 
rectly gauge the ability of the develop- 
ing solution and assure himself thereby 
of consistently efficient results with ease 
and slight cost. 

Three ounces each of stock solutions 
1, 2, and 3 are used with tap water 
added to make 28 ounces for each fresh 
supply of developer. 


Temperature 


The temperature is maintained at 
65° F. Control the temperature of the 
developer by surrounding the tank with 
hot or cold water. Watch the thermome- 
ter during development. 


Average Length of Develop- 
ment 


The average length of development 
for the adolescent is from 6 to 8 min- 
utes; for the average adult, from 8 to 


10 minutes; for the senile patients, 


from 10 to 12 minutes. Double films are 
used. 


Agitation 


Agitate every minute for five sec- 
onds. 


Exposure 


Although exposure is a controlling 
factor in the final contrast, contrast is 
dependent on the strength of the devel- 
oper and the length of the developing 
time. Inasmuch as a slow film and a di- 
luted developer provide wider latitude 


in exposure, and inasmuch as “soft 
negatives are obtained’ by full expo- 


sures and minimum development,” 


generally the same exposures may be 
given to average cases in each age 
group. The contrast for each age group 
can be controlled by the length of 
development. Exposure depends on 
the sensitivity of the emulsion and 
must be planned for the specific slow 
film utilized. This is likewise true in 
the case of young patients where a 
speed film is indicated. With the slow 
film employed in our experiments at 
110 volts and 10 milliamperes, the av- 
erages were as shown in table 2. 
TABLE 2—Average Exposures 


Teeth 


Time 

Upper Central 614 seconds 
Upper Cuspid 5 seconds 
Upper Bicuspids 234 seconds 
Upper Molars 8 — seconds 
Lower Incisors 43/4, seconds 
Lower Cuspid 2 seconds 
Lower Bicuspids 534 seconds 
Lower Molars 634, seconds 
Stop-Bath 


After development, employ an acetic 
acid rinse and hardening bath. This 
will stop development, prevent stains, 
and prolong the life of the fixer. 


Water 32 ounces 
28 per cent Acetic acid 114 ounces 
(8 parts water to 3 parts glacial acetic 


acid ) 


Agitate films for 5 seconds, then 
place in the acid fixer. 

The stop-bath solution may be kept 
indefinitely. It can be used as long as 
the solution remains clear. 


Fixer 


Leading photographic manufacturers 
recommend essentially the same fixing 
formula. I believe it must be com- 
pounded by the dentist himself. The fol- 
lowing is a popular good working for- 
mula which has excellent keeping qual- 
ities: 


Avoirdupois 
Water (125° F.) 20 ounces 
Hypo 8 ounces 
Sodium sulphite 
(desiccated ) 14, ounce 
28 per cent Acetic 
acid 11% fluid ounces 
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Boric acid crystals 14 ounce 
Potassium alum 14 ounce 
Cold water to make 1 quart 


Only crystalline boric acid will an- 
swer the purpose. Powdered boric acid 
dissolves only with great difficulty. 
Avoid using it. 

Dissolve each chemical completely in 
the order given. 

Do not expose the film to light until 
film is cleared in the fixer; the film is 
sensitive until cleared. 

The total fixing time is usually twice 
the time it takes to clear which is about 
three minutes at 65° F. in a fresh solu- 
tion with occasional agitation. Inas- 
much as the ingredients of the fixer are 
inexpensive, it is advisable not to wait 
until the fixer is thoroughly exhausted 
but to discard the solution when the 
films fail to clear in three minutes. 

Mees‘ points out that the “sludging 
tendency of potassium-alum acetic acid 


fixing bath can be decreased greatly and 
the hardening life extended by the ad- 
dition of boric acid.” In addition, Blu- 
mann’ states that the boric acid fixing 
bath shows less tendency to etch out del- 
icate tones. 


Washing 


After fixation, wash films in a stream 
of running water for fifteen minutes. 
Assist washing by occasional agitation. 
After washing wipe film with a tuft of 
wet cotton, rinse, and let dry undis- 
turbed. 


Solution for Emergencies 


With pyro-metol the length of devel- 
opment is somewhat proportionate to 
dilution. In case of emergency in exo- 
dontia and in root canal treatment, to 
determine the position of the gutta- 
percha point, a more concentrated solu- 
tion may be used. With the exposure 
normal, 1 ounce of each solution: 1, 2 


and 3 are used to which 3 ounces «' 
water are added. Keep the developer i: 
a graduate. Handle the film with . 
single clip. | 

Depending on the age group, the 
length of development is from 2 to 4+ 
minutes. The temperature is kept at 65 
F. Agitation is done every minute for 
5 seconds. 


Conclusion 


There are no magical solutions nor 
are there shortcuts in good roentgenog- 
raphy. Once an image is completely de- 
veloped, no amount of “doctoring” can 
help it. Only unlimited patience, pre- 
cision, and care, with strict adherence 
to the prescribed procedures can bring 
about the most worth while results. 

Blue fluorescent lighting is recom- 
mended for better roentgenologic read- 
ing. 

3400 Fifth Avenue. 


Pain Control by Cold Control 


any applied reagent. Evaporation of 
this nature is increased by the envelop- 
ing flow of dry air. A liquid boiling on 
a flame. or evaporating slowly, absorbs 
the identical quantity of heat from its 
surroundings in attaining the gaseous 
state. 

Although a discussion of gaseous be- 
haviour may seem irrelevant to medic- 


(Continued from page 446) 


inal application, the conventional use 
of the air syringe following reagents 
makes the subject pertinent. If air must 
be used after alcohol or other reagents, 
absorbents should first be employed to 


eliminate all possible fluid. The merest 


breath of well warmed air should be 
used. It should be again noted that ex- 
posed tooth structure may tolerate an 


environmental rise of 30° F. but only a 
15° F. drop; thus, it is usually safer to 
err, if at all, on the warm side. In ad- 
dition, surplus heat energy in well 
warmed air (120° F.) is able to replace 
immediately in tooth substance the heat 
lost by the inevitable evaporation of 
liquids. 
1235 Grand Concourse. 


“The oral organ is not just the opening between the lips. It is not just the oral cavity and its furniture. 
[t occupies a large part of the face; it extends into the throat and neck; why, it even extends into the 
cranial regions. It depends upon the cranium for anchoring its great power muscles. Its only movable 
bone—the mandible-—is suspended by joints from the cranium. It derives part of its operating forces 
from muscles of the throat, clavicle and sternum. It ejects its milled products into the pharynx which 
is also partly suspended from the cranium. Even the skin muscles of the face and the intrinsic. muscles 
of the tongue and the soft palate assist the oral organ in its primary function. With this vast organ and 
its intricate anatomy and its varied functions dentists are concerned. No wonder Hirdlicka, after spend- 
ing a lifetime in studying anthropology, said that it would seem that the primary purpose of the 
cranium is.to provide a platform for the muscles that operate the jaw!”-—B. B. McCollum, D.D.S. 


The Dental Digest 


s 
. 
y 
7 
q 
| 
q 
4 


Editer, 


IF WE PRACTITIONERS of the medical arts and sciences 
are to proceed rationally, we must precede treatment 
with sound diagnosis. We must be steeped in knowl- 
edge of the normal before we attempt to appraise the 
abnormal. We must be deeply grounded in anatomy 
and physiology before we can hope to recognize and 
treat the pathologic. We should be philosophers be- 
fore dentists; biologists before technicians. Our faults 
are not usually in our technical unproficiencies but in 
our blindness to the depth and extent of the problems 
that confront us and to the vast biologic ramifications 
that comprise the diseases and deformities which we 
attempt to treat. A carious tooth in many cases is an 
expression of total metabolic involvement. 


The teeth are more than an index to systematic dis- — 


turbances—they are victims. The technical skills that 
we express in oral restorations involve the human 
_ personality in his psychologic as well as in his physi- 
cal world. Treatment must follow diagnosis and treat- 
ment cannot be more effective than the accuracy of 
the diagnosis. Accurate diagnosis can never spring 
from a mind untrained in biologic fundamentals. 
Oral diagnosis has too often comprised a tight-walled 
world in which teeth occupied the center of the stage 
and the focus of the vision. Oral diagnosis should be 
a method of evaluating mouth conditions in terms of 
a complete and total human organism. 

We have circumscribed and limited our own use- 
fulness by making our field of interest too small and 
too minute. This self-imposed restriction of influence 
has been well expressed by B. B. McCollum in an 
address delivered before the Southern California 
State Dental Association convention: 

“‘We have limited our application of knowledge to 
too small a field—to the teeth and their immediate 


investing tissues. We have heen content to observe the — 
forms of teeth and imitate their likeness but have - 


failed to understand their anatomy. We have failed to 
understand the role that teeth play in oral physiology. 
We have limited our diagnostic knowledge to local 
trouble shooting. We have counted cavities, charted 
them, x-rayed them, and found opportunities to apply 
the simplest dental filling materials. Or, we have 
counted spaces between teeth to be bridged and called 
that diagnosis. We have discovered gum pockets and 
located pus—things easy to identify—and called it 


professional diagnosis. We have found pulpless teeth 
by x-rays or pulp testers and called that diagnosis. We 
have made our diagnoses so simple and so easy that 
the office assistant is quite as competent in identify- 
ing the opportunities for dental work as the dentist. 
All this may be tooth diagnosis but it is not oral diag- 
nosis. Dental remedies will never be generally im- 
proved unless we broaden and improve our oral 
diagnosis.” 

In attempting to broaden our base of knowledge 
and understanding, dentists should make a valiant 
effort to create a definition of the normal. Here again, 
McCollum comes to our aid with this suggestion: 

“I once stated, during a heated discussion, that the 
word ‘normal’ could be disposed of in a simple way 
—by stating that the normal mouth, so far as the in- 
dividual dentist is concerned, is what he thinks it 
ought to be. The concept of the normal is dependent 
upon the intelligence and the education of the man be- 
hind the concept. The uneducated though intelligent 
dentist would think a mouth free from caries would 
necessarily be normal if it looked good to him. The 
knowledge of the destructiveness of non-coordination 
of the parts of the mouth would not enter the realm of 
his concept—except through education. There is no 
rule for a concept of the normal. The whole problem 
resolves itself into knowing oral physiology. No defi- 
nition is ever going to produce a concept of the normal. 
The problem requires an education. The problem 
must be lived with and developed.” 

What makes men resistant to change? What makes 
men resistant to the acceptance of new ideas which 
may expand their limited usefulness? “Fear,” says 
McCollum. “Fear of more and newer knowledge is a 
common characteristic of every profession. This fear 
often becomes an excuse for non-acceptance. Often 
this fear is founded in the uninitiated upon the results 
obtained by those who prostitute the principles by at- 
tempts to ‘make it easy.’ There is no royal road to diag- 
nosis in dentistry. Dentistry is difficult—the more we 
know about it, the more difficult it becomes. It takes 
more than the ordinary man or mind to master its 
difficulties. These difficulties are what set dentistry 
apart and the mastery of them could give dentistry its 
place among the learned professions.” 
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Orthodontic Intervention Prior to Bridgework 


SAMUEL H. STEIN, A.B., D.D.S., New York City 


DIGEST 


Cases are pictorially pre- 
sented to show the neces- 
sity for a closer coopera- 
tion between the general 
practitioner and the orth- 
odontist and the advisa- 
bility of orthodontic in- 
tervention prior to long 
delayed insertion of 
bridgework. 

The average intelligent 
patient will be glad to 
wear an inconspicuous ap- 
pliance for a few months 
before replacement is 
made if he understands 
the importance of prop- 
erly repairing harm 
caused by failure to re- | 
place missing teeth. 


ONE OF THE commonest conditions 
found in the mouths of adult patients* 
is the drifting of teeth following one or 
more extractions. Dentists have too fre- 
quently been remiss in not warning pa- 
tients of the consequences of the failure 
to replace missing teeth. Valuable edu- 
cational aids for such purposes are the 
charts available through the American 
Dental Association as well as those pre- 
pared by The Dentat Dicest,? of 
which Fig. 1 is an example. If the gen- 
eral practitioner is to fulfill his profes- 
sional obligation to his patients, he 
must tell them that faulty contacts re- 
sulting in food impactions and perio- 
dontal pockets can be effectively treated 
by simple orthodontic procedure fol- 
lowed by fixed replacements. Let the pa- 
tient decide on the basis of the presen- 


tation of all the facts and possibilities. 


509 Madison Avenue. 


1Stein, S. H.: Adult Orthodontia, Dental Cosmos, 76:61] 
(June) 1934; Ceramics As an Aid in Adult Orthodontia, 
DentaL Dicest, 42:381 (November) 1936. 

“Visual Education in Dentistry; Your Teeth and Your 
Life: First published separately in Dentat Dicest, now 
available in bound booklets. 


The Dental Digest 


Fig. 1—Why Construct a Bridge? (Reproduced from THE Dentat Dicest, May, 1933.) Note 
pernicious results in entire mouth following the loss of a tooth with failure to construct a 
bridge: (1) upper (opposing) molar elongated; (2) teeth in the same jaw tipped toward 
the space; (3) because of the extrusion of the tooth in the opposing jaw, the other teeth in 
that jaw drift; (4) bone is destroyed at the site of the tipped teeth; (5) pyorrhea pockets are 
formed where the teeth have lost their contact with one another; (6) food is impacted between 
the teeth which may cause decay; (7) the bone at the end of the teeth is destroyed because of 
tooth movement. 


Fig. 4—Spaces produced by drifting should 
be closed to restore normal contact before in- 
sertion of bridgework. This was accomplished 
in three months of treatment with an incon- 
spicuous plain labial arch wire (18 gauge), 
with finger springs against the bicuspid. 


Figs. 2 and 3—Disturbance in occlusion 
caused by loss of lower left first molar in a 
patient, aged 25. Study casts show space of 
unreplaced lower left first molar. Observe typ- 
ical picture described in Fig. 1. Note how 
tilting of lower second molar elevated the dis- 
tal cusp and caused it to act as a plunger for 
wedging food between the upper first and 
second molars. Replacement of missing first 
molar would not in itself have been a satis- 
factory solution to San problem presented 
ere. 


Fig. 5—Case after insertion of a fixed re- 
placement, for which the second bicuspid and 
second molar were used as abutments. Note 
improvement in esthetics as well as in oc- 
clusion. An unhealthy gum condition also 
cleared up soon. after insertion of the bridge. 
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Fig. 6—A similar case. The patient, aged 35, 
gave a history of having lost the lower right 
first molar ten years previously. A glance at 
the study casts is sufficient to reveal the harm 
caused by neglect. 


Fig. 7—A few months of treatment with a 

plain labial arch wire was sufficient to re- 

store normal contact between the lower teeth 

and place them in a favorable position for in- 
sertion of a fixed bridge. 


Fig. 8—Improved esthetics and occlusion 
after insertion of replacement. 


Fig. 9—Another case (patient, aged 24) be- 
fore orthodontic intervention was employed 
prior to insertion of bridgework. 


Fiz. 10—Note how disturbance in occlusion 
reached as far forward as the lateral incisor. 


Figs. 11, 12, and 13—Results of treatment as 
described in previous cases. 


Fig. 15 
Figs. 14, 15, and 16—Sometimes, particularly 
in children, the drifting of teeth following 
extractions is accompanied by a severe mal- 
occlusion. The malocclusion in this case was 
aggravated by the loss of the second bicus- 
pid. Note the extrusion from its socket of 
upper right first bicuspid. 


Fig. 16 
Treatment followed the conventional pat- 
tern of a class II, division 1 (Angle) maloc- 
clusion: 
a) A bite-plate was inserted to depress the 
lower anterior teeth and permit the lower 
posterior teeth to erupt to a more favorable 
vertical height. 
b) At the same time, a lower labial arch 
wire was inserted, with a finger spring to 
move the lower right first bicuspid mesially so 
as to create sufficient space to replace the 
missing second bicuspid. The lower arch wire 
was also used to get development in the an- 
terior portion of the mandible. 
c) An upper lingual wire was inserted for the 
expansion of the arch in the posterior region. 
d) When this was accomplished, an upper 
plain labial arch wire was inserted to pro- 
vide for intermaxillary elastics. The action 
of the rubber bands was to retract the upper 
anterior teeth and to bring the lower jaw for- 
ward into normal mesio-distal relationship 
with the upper jaw. 


Figs. 17, 18, and 19—Finished case. Note 
fixed replacement of second bicuspid. 
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The Reception, Treatment and Care 
of the Surgical Patient 


DON E. WOODARD, D.D.S., M.S.D., Kansas City, Missouri 


DIGEST 


Each step in the proper 
management of the sur- 
gical patient from consul- 
tation to dismissal is out- 
lined here. The patient’s 
welfare throughout pre- 
operative, operative, and 
postoperative care is con- 
sidered, including the 
duties and _ responsibili- 
ties of the dentist, the 
nurse, and the patient. 


THE RECEPTION, treatment and care of 
the surgical patient is an important 
routine. In the proposed routine there 
is no folderol or any factor of decep- 
tion. No added equipment or added ex- 
pense is necessary except the expense of 
time and alert consideration of the pa- 
tient’s needs. 

What do you have to present? Only 
one thing—service. Complete service 
depends on attention to small details. 
Only by this attention does excellence 
of service stand out and impress the 
patient. 

Extractions frequently are the first 
service provided the patient, and if the 
dentist is indifferent to the progress and 
recovery of his patient, he may seek 
restorations elsewhere. 

The conception of sepsis and asepsis 
to many seems to be a condition of vi- 
sion rather than bacteriology. White 
paint and opalescent glass in the lining 
of drawers, rubber gloves, flowing 
gowns and drapes, assist in this illu- 
sion. The sterilization of instruments, 
hands, dressings and drapes is a moral 
obligation. To create the illusion with- 
out guaranteeing its integrity is neither 
honest nor practical. The dentist must 
be honest in his obligation to the pa- 
tient and to himself and practical in 
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Fig. 1—Roentgenologic observations being explained to patient and diagnosis being made. 


Fig. 2—Each morning sterile trays are made up of all the surgical instruments in routine use. 
These are large enamel trays, 18 by 10 inches, which are covered with a sterile towel. The 
instruments are sterilized, dried with sterile towels, and with instrument tongs are placed 
in their proper order on the trays and covered with sterile towels. The tongs are kept in a pint 
milk bottle filled with sterilizing solution. Following the operation the instruments are washed 
with soap and water, sterilized, and returned to the sterile trays. Cutting instruments are steril- 
ized by cold sterilization—all others by boiling. .. | 

The tray to the right of the sterilizing jar contains the forceps routinely used. It is a short 
time before the patient’s appointment; thus the operating tray is being set up. This is a Mayo 
table on castors which can easily be moved around at the convenience of the operator. 
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that careless technique predisposes to 
many postoperative complications. 
Good technique demands attention to 
detail and should be adhered to by any 
dentist attempting oral surgery. 

The use of rubber gloves in oral 
operations is all right, but to wear them 
simply to impress the patient while dis- 
regarding the basic rules of contamina- 
tion is all wrong. It is far better that the 
hands be clean and touch nothing un- 
clean than to cover them and do so. 


Routine 


Each step in the routine should be 
thought out and used with the purpose 
of giving maximum service and protec- 
tion to the patient. The routine pre- 
sented here has no basis in showman- 
ship but is motivated by a sincere de- 
sire to place the patient’s welfare on a 
proper plane. It consists of: (1) thor- 
ough examination; (2) honesty of pur- 
pose in acquainting the patient with the 
facts of the case and impressing on him 
that proper surgery of the mouth tis- 
sues is as important as surgery else- 
where in the body; (3) impressing pa- 
tients with their responsibility in post- 
operative care; (4) sincerely carrying 
through a practical clean technique; 
(5) keeping patients under control un- 
til recovery and healing have taken 
place. 

Having accepted the responsibility 
of the operation the dentist should be 
interested in the progress and recovery 
of his patient. He is entitled to definite, 
kindly, honest and intelligent treatment 
and to provide it pays many dividends 
in the pleasure of a job well done, in 
gratitude from the patient, and in the 
steadily growing practice built on 
service. 

For the sake of completeness a major 
case, such as the removal of an impac- 
tion, is illustrated. In minor cases the 
house call can be omitted, but post- 
operative attention must never be neg- 
lected. 


Example of Typical Procedure 

A new patient presents—a stranger. 
She is probably fearful of dentistry, 
especially of dentistry of a surgical na- 
ture. If it is not her first experience, why 
did she not go back to her former den- 
tist? If it is her first experience, she 
does not know what to expect and is 
afraid of the unknown. 

‘he nurse should meet her at once 


Fig. 3—Here are the dressings being removed after sterilization. Packs may be made up for 
each individual case or made up in large containers and the contents removed as needed with 
sterile tongs. 


Fig. 4—The patient on presentation is seated in the operating chair and then lowered to a 
horizontal position. The head rest is adjusted, drapes are applied, and the face is washed with 
soap and water. The horizontal position is used for several reasons: (1) Experience has proved 
that weakness, fainting, nausea, and collapse from injections are almost unknown to occur 
in this position. (2) The patient is less able to interfere either by putting up the hands or 
attempting expectoration. (3) The patient is unable to watch the instruments and every 
move the operator makes. (4) The position instills confidence in most patients. (5) The posi- 
tion allows the operator to keep the operative field packed off and under control. (6) It is 
an easy position in which to operate. The operator is seated on a small stool with ball-bearing 
castors and can move around the patient with a minimum of effort. 

Hanging at the left of the chair is an aspirator hung on a little bar of stainless steel with 
a loop in the end which is attached to the base of the chair. At the other end of the rubber 
tube is a moderately priced water aspirator connection which gives more than sufficient suction 
for intra-oral operation. This is used to keep the mouth free of saliva and blood. The opera- 
tive area may be thoroughly packed off and the packs changed from time to time to assure 


a dry field. 


with a friendly smile and should obtain 
her name, address, telephone number, 
and reference. This information is im- 
portant: her name, because it is her 


dearest possession (do not mispro- 
nounce it or spell it wrong); her ad- 
dress and telephone number for future 
communication and records; and who 
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Fig. 5—During the operation the operator touches nothing but the patient and his instru- 
ments. The nurse hands him necessities with sterile tongs, so that she may assist with the 
patient and also with the instruments without danger of contamination. The mask is used 
for one purpose and only one. Most people are susceptible to colds and all sooner or later 
suffer from one. In such intimate procedures as those involved in dentistry, all dentists should 
protect their patients and themselves when either one has a cold. 

Adequate light is of paramount importance in all intra-oral operations. Some type of head- 


light which concentrates the ray upon the operative field is necessary. The cause of many 


failures is simply the operator’s inability to see clearly what he is trying to do. The instru- 
ment table is kept behind the patient and may easily be moved about for the convenience of 
the operator. Instruments at all times are kept as inconspicuous as possible. 


referred her, whether a friend, patient The information obtained by the 
or colleague, because the dentist must nurse is brought to the attention of the 
write a personal letter of thanks for in- dentist. The patient is seated in the ex- 
terest shown in him. | amining room. It is preferable that the 
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Fig. 6—In the application of force in the removal of teeth, the part operated on should always 
be firmly supported by the left hand. In operations on the upper jaw the nurse can frequently 
assist by stabilizing the head with her hands. Undue force should always be avoided. When 
moderate pressure will not accomplish the desired result the tooth should be further relieved. 
At the conclusion of the operation a gauze square adequate to cover the area of operation is 
folded and placed over the wound and the patient is instructed to close firmly upon it and 
maintain this pressure for at least fifteen minutes. Frequently this plug is left in place until 
the patient arrives home. At the conclusion of the operation the patient may be seated in the 
treatment room or retiring room while the dentist writes out the postoperative instructions 
and a prescription for pain control. 
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dentist is not in evidence until all the 
preliminaries are disposed of; it save: 
his time and avoids confusion. 

Duties of Nurse in Examining Roo: 
—After the patient has been seated i, 
the examining room, the nurse should : 
(1) adjust the chair to the patient s 
comfort; (2) place a dental towel on 
the patient; (3) carefully clean eaci 
knob on the unit and cabinet with a 
piece of gauze saturated in an antisep- 
tic solution (These areas are frequent- 
ly overlooked and they are constantly 
contaminated with the saliva of previ- 
ous patients from the fingers of the 
operator. This precaution forcibly im- 
presses the patient with the ideal of 
cleanliness and attention to detail in 
this office.) ; (4) place a small sterile 
tray containing a dental mirror, cotton 
pliers, and explorer on the cabinet. 

Introduction of Dentist—The den- 
tist should be called and introduced to 
the patient. This little courtesy natur- 
ally done is not only the proper and ex- 
pected thing to do but places both the 
dentist and the patient at ease. First im- 
pressions are important and details of 
attention and consideration make for a 
favorable reaction. 

It should be needless to say that the 
dentist should be immaculate and 
should wash his hands thoroughly with 
a soap pleasant to the taste and smell 
but not obtrusive before proceeding 
with the examination. 

Examination—The examination 
should be divided into three pro- 
cedures: 

1. Inquiry as to present complaint 
and history. By intelligent questioning. 
histories of sensitive teeth, difficult ex- 
tractions, needle fear, tendency to 
faint, and dry socket, for example. are 
elicited, which knowledge is of advan- 
tage in treatment of the patient. Nota- 
tions for future reference should be 
made of these idiosyncracies. 

2. Complete dental roentgenologic 
examination should be made of all pa- 
tients. Surgery should never be at- 
tempted without it. It is a valuable 
link in the chain of service, not some- 
thing sold by the dozen; the “third 
eye” of dentistry which enables the 
operator to provide the kind of service 
he feels the patient is in need of and 
without which he cannot give the serv- 
ice to which patients are entitled. 
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3. Careful, not perfunctory, visual 
examination of the mouth and all its 
contents under adequate light. (It is 
embarrassing to have the patient ask 
questions about parts of the mouth that 
have been overlooked. ) 

Whenever extensive surgery is con- 
sidered, hasty conclusions should not 
be made. Every case should be studied 
and planned before opinions, deci- 
sions, and estimates are submitted. 

Sometimes the patient is in need of 
immediate attention and delay is not 
possible; but even then some time 
should be taken to acquaint oneself 
with the case and its requirements. 
Study the roentgenograms as a source 
of information, not as a gesture. It will 
save both time and money. How often a 
variation of the normal appears at 
operation which might have been 
known and anticipated from the roent- 
genogram. 

In extensive cases, if it is at all pos- 
sible, a later appointment should be 
made for final consultation. Oppor- 
tunity is provided in the interim to 
study the case thoroughly and decide 
definitely as to the course of procedure. 
This should be written down on an ex- 
amining sheet and notations made of 
the time necessary for the case, the fee 
involved, restorations needed, so that 
when the patient presents an organized 
plan is ready. 

Diagnosis—In the private office 
where interruptions will not be en- 
countered, the observations made at the 
examination are explained, and the 
recommendations for treatment out- 
lined (Fig. 1). 

Fee—The fee for the service should 
be definitely stated and an understand- 
ing had as to how it will be handled. 

Patient’s Cooperation—The patient 
should be made to realize that she is a 
party to the service and how well she 
follows instructions and takes care of 
herself has a great deal to do with her 
progress and recovery. Few dentists 
impress on the patient the necessity of 
proper postoperative care and when 
complications ensue as a result of neg- 
lect. the dentist is always to blame. 
Patients must be made to understand 
the importance of taking care of them- 
selves and following instructions. Lax- 
ne-s in postoperative discipline cannot 
be approved. When inquiry is made as 
to the length of time necessary to com- 


Fig. 7—Usually office postoperative treatments are begun the second day following operation. 
The mouth is first sprayed with a pleasing antiseptic; the area of operation is thoroughly 
cleaned and examined; an antiseptic applied, and the patient is instructed as to further care. 
The simplest case is seen at least twice for observation. Impress patients with the fact that 
you do not wish to discharge them until you are convinced that healing has been uneventful. 


plete the operation, sufficient time 
should be allowed for any emergency. 
Do not belittle a service or say you can 
just flip it out—even though the ex- 
traction may look simple. Just as sure 
as this is done, at operation unforeseen 
difficulties are encountered and instead 
of a few minutes, it extends to a half 
hour or more. The patient wonders 
what is wrong and it is not improbable 
that the idea arises that the operator is 
not so good as he thought he was. How 
much better if plenty of time is allowed 
and the case is finished in a few 
minutes! 

Irrespective of the type of practice. 
sincerity of purpose and adequate plan- 
ning make the fifteen minutes or half 
hour spent in consultation pay many 
dividends. 

With the operation decided on, the 
patient is turned over to the nurse for 
preoperative instructions. 

Preoperative Instructions — The 
nurse at this time impresses on the pa- 
tient the necessity of following instruc- 
tions carefully, both verbal and written. 

When the operation is to be per- 
formed at once, premedication is given 
and the patient is allowed to rest for 
fifteen minutes or one-half hour. In the 
hypothetical case described in this 
article the appointment is made for a 
later date. The patient is given an en- 
velope containing two 114 grain cap- 
sules of nembutal. Only give a sufficient 
amount for premedication purposes as 
patients have been known to take more 
than prescribed if too amply provided. 


The small envelope has on the face 
of it these premedication instructions: 

1. Take one capsule before retiring 
the night before operation. 

2. Take one capsule one-half hour 
before appointment. 

When premedication is used the pa- 
tient is instructed to have someone ac- 
company her to the office and take her 
home. Premedication requirements 
vary according to the severity of the 
case, place of operation, and anesthetic 
agent used. Its routine use in operations 
under local anesthesia will be found to 
be of distinct advantage. It allays fear 
and nervousness and improves the ac- 
tion of the anesthetic agents. 

Routine sterile technique requires 
that towels, dressings, applicators and 
sponges intimately associated with the 
operation be thoroughly sterilized 
(Fig. 2). A small autoclave (Fig. 3) is 
not a tremendously expensive piece of 
equipment and is a requisite of good 
technique. It should be used for its pur- 
pose rather than as an equipment dis- 
play, however it may add to the appear- 
ance of the office. 

Asepsis; Operative Environment; 
Operative Position; Operative Manipu- 
lation—The routine of sterilization is 
explained in the legends to Figs. 2 and 
3. The operative environment and po- 
sitions are described in the legends to 
Figs. 4 and 5. Operative manipulation, 
that is, the application of force and the 
method of support, receives comment 
in the legend to Fig. 6. 

Postoperative Instructions—Instruc- 
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tions are written in longhand as that 
is more personal and more attention is 
paid to longhand instructions than to 
the printed sheet. The postoperative in- 
structions are as follows: 

1. Go home and go to bed. 

2. Remove gauze bite plug after you 
arrive home. 

3. No mouth wash should be used 
for at least six hours, after which time 
use warm salt water gently to bathe the 
mouth. 

4. Use an ice bag on the jaw at fif- 
teen minute intervals. 

5. You should have a liquid diet for 
twenty-four hours. 

6. Take two tablespoons of milk of 


magnesia at bedtime. 


7. Take prescribed capsules as in- 
structed for pain. 

8. Stay in bed until I see you. (This 
is a major extraction.) 

9. Do not touch the wound with 
fingers or disturb in any way. 

Instructions are given with the in- 
tention that they be thoroughly fol- 
lowed and the dentist should insist that 
they are followed. Inform the patient 
that these details are for her benefit 
and that you cannot be responsible un- 
less she cooperates. They are outlined 
with the desire to give the patient the 
best possible care. 

At the same time that the instructions 
are written, a prescription should also 
be filled out for a pain controlling drug. 
When extensive operations are done 
the drug should be of sufficient 
strength to keep the patient comfort- 


able, especially during the inevitable . 


immediate postoperative discomfort. It 
should be filled immediately and the 
patient instructed to take one capsule 
on arriving home. Frequently a sedative 


is given before the patient leaves the 
office to insure its action before anes- 
thesia leaves. 

The instruction sheet and prescrip- 
tion are delivered and explained to the 
patient by the nurse. She impresses on 
the patient the importance of carrying 
out each instruction. With proper pre- 
medication and immediate administra- 
tion of sedatives the patient frequently 
goes home to sleep soundly through 
what would otherwise be the most un- 
comfortable hours following operation. 
Bed rest is essential for all but the most 
minor cases and even then, it is bene- 
ficial to the healing process and the 
comfort of the patient. 

Postoperative Solicitude—That even- 
ing before the dentist leaves the office, 
the nurse calls the patient’s home by 
telephone and inquires as to her condi- 
tion. She should state that they did not 
want to leave for the evening until they 
were assured that the patient was as 
comfortable as possible. Frequently the 
family may be worried by some little 
unimportant factor which is easy to ex- 
plain and this relieves their apprehen- 
sion. In any event they are grateful for 
the call and appreciate the considera- 
tion. 

The following morning, in cases of 
major oral surgery, the dentist calls at 
the home and examines the patient 
thoroughly for any evidence of com- 
plicating factors; if present, treatment 
may be immediately instituted to abort 
them. How much better this is than to 
let the patient risk more serious com- 
plications by getting up, making the 
trip to the office in whatever the 
weather, to find out what is wrong! 
These are the most important hours in 
the healing process, and rest, quiet, and 


Functions of the Oral Organ— 
“The functions of the oral organ are several. These functions range from eating and breathing to 
emoting the profound reactions of the mind. It grabs food and selects it. It chews and tastes food and 
spurs the stomach into eager anticipation. It wets and coats all foods with a slick lubricant. Its glandu- 
lar enzyme digests starch with the speed of lightning. It directs swallowing. It is an auxiliary air 
passage. It is an auxiliary breathing pore in hard exercise or in the dark silent hours of the night. 
It is an organ of speech, and in a normal state performs that function so effortlessly, despite the com- 
plicated correlations of tongue, teeth, lips, palate, throat, larynx, chest, and abdomen, that we are 
unconscious of the miracle. Yet when the palate is cleft, how labored and indistinct is the enunciation! 
When the teeth are all gone, how inane does the conversation seem! Lips, though speechless, can 
pantomime the emotions. The drawn and declining lips declare disgust and hate. The rising and 
upturned lips declare laughter and pleasure. With the oral organ we condemn, and with it we express 
the most tender affections. Who but dentists are charged with maintaining the functions of this impor- 
tant, common, sacredly intimate organ of digestion and expression?”—B. B. McCollum, D.D.S. 
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protection are necessary for repair. 

Usually the postoperative course is 
uneventful but the patient is grateful 
for the attention. Even if the patient 
feels fine, quiet and rest at home should 
be urged for that day. 

Again, at the close of the day follow. 
ing operation, the nurse should tele. 
phone the family and when everything 
is found to be all right, an appointmeni 
should be made for the following day 
at the office for postoperative treat- 
ment. If the weather is severe or the pa- 
tient is feeling ill, a second house call 
may be made according to the judgment 
of the dentist. 

No charge should be made for post- 
operative treatments unless because 
of unforeseen complications. Include 
everything in the original fee if at all 
possible. When patients are aware that 
additional charges are made each time 
they return, they will often stay away 
even if they are not getting along as 
well as they feel they should. 

The dentist is responsible for the 
operation and should make the patient 
feel free to return for proper care. Do 
not let patients leave you until you are 
certain that they will not have further 
difficulty. If restorations are consid- 
ered, proceed with them as soon as pos- 
sible before the chair-side educational 
efforts have lost their emphasis. 

A professional man establishes his 
own plane of service and fees and this 
plane is basically his interpretation of 
what the service should be and what it 
is worth. The dentist should consider 
well what he provides before he criti- 
cizes the public’s ability to recognize 
his worth. 
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Dr. Myerson’s unequalled 
Masterpiece, the World’s most natural teeth, come to 
you from the factory ready to try in the mouth im- 
mediately. You are aided toward still greater natural- 


ness .. . you and your patient can see how the denture 


will look. 


The teeth are mounted in pink 
wax in an acrylic-like holder 
++ Only Dr. Myerson’s 
True-Blend and Characterized 
are carded in this beautiful 
manner. 


i TOOTH INCORPORATED 
LTON STREET | CAMBRIDGE, MASS. 
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FOR THE ASKING! MYERSON 


You will want Dr. Myerson’s new Color Scale with plastic 


stand and transparent handles. Due to national defense 
and unprecedented demand, there may be some delay, but 


requests will be filled in the order received. Address: 


IDEAL TOOTH INCORPORATED 
90 HAMILTON STREET CAMBRIDGE, MASS. 
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Dr. Myerson, originator of the transparent 
been granied the following U. 


Patents — 2202712 - 2202713 - 2230164. ee 
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Contra-Angles 


It is not a breath-taking or shattering 
announcement that henceforth this de- 
partment which has been known as 
NoTES ON THE Curr will be headed 
CoNnTRA-ANGLES. 


Practicing Dentistry ...? 


Fred Miller of Altoona, Pennsylvania 
sends in a clipping from an industrial 
magazine which is worth anyone’s time 
to read. Here it is: 

“It has been said that the time lag 
in getting a new idea adopted is some- 
thing like eighty years in the woolen 
industry and three years in the aviation 
industry. There may be no truth in the 
statement but it permits us to observe 
that it costs a pile of money and a heap 
of time to experiment with new ideas 
... The editor says that what every 
business needs is a deeper penetration 
of existing ideas, too many of which 
are used by only a small minority of a 
group. 
ae “Good money-making and money- 
M8 saving ideas are all over the place, wait- 

| ing to be picked up and put to use free 
of charge. 

: “We’ve printed it before, but we 
[2% print once more the answer the lazy 
farmer made to the peppy salesman 
who was trying to sell him an encyclo- 
pedia on modern methods of agricul- 
fm ture. ‘Young man,’ said the sharecrop- 

im oper. ‘I ain’t farming now near as well 

fem 3a | know how.’”—From The Latch 
String. 
‘ It seems to be a fact that most of us 
are guilty of practicing dentistry at 
times with more or less indifference 
and without exercising all the knowl- 
edge and skill at our command. Natural 
laziness and apathy keep us from telling 
people what we can do for them. The 
Opportunities are there; most of us 
mak= little effort to take them. I am 
thini:ing of such things as these: 
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EASTMAN provides 
every essential 
processing accessory 


Efficiently equipped dental radiographic 
processing room ...a detailed drawing of tts 
construction will be sent, free, upon request. 


EASTMAN ALSO PROVIDES 


...@ complete line of films 


a are 13 Eastman 
processing accessories. Individ- 
ually, each is a valuable ad- 
junct to efficiency in the proc- 
essing room. Collectively, they 
emphasize the length to which 
Eastman has gone in provid- 
ing every essential to adequate, 
economical dental radiogra- 
phy—in films, in chemicals, 
and in accessories. 


Ask the dental salesman who calls 
on you regularly, for specific infor- 
mation about any of these acces- 
sories: (1) Ventilator, (2) Intra-oral 
Film Developing Hangers, (3) Safe- 
light Lamp, (4) Extra-oral Film De- 
veloping Hangers, (5) Panchromatic 
Green Paint, (6) Kodacoat (black) 
Paint, (7) Safelight Lamp adapted to 
serve as an illuminator controlled by 
item 13, (8) Timer, (9) Thermometer, 
(10) Processing Tank Unit, (11) Hard 
Rubber Stirring Rods, (12) Graduate, 
(13) Foot Switch. 


EASTMAN KODAK COMPANY 


Medical Division Rochester, N. Y. 


PERIAPICAL (four types)—-R-P (Rapid-Processing), 
Radia-Tized, C (Regular-Slow), CC (Extra-Fast); 
1- and 2-film packets; two sizes. BITE-WING—1-film 
packets; four sizes. OCCLUSAL (two types)——-Super 
Speed, Regular-Slow; 2-film packets. EXTRA-ORAL 
(two types)—Blue Brand Ultra-Speed, No-Screen; 
8” x 10” and 5” x7”. 


...and a complete line of chemicals 


CONCENTRATED LIQUIDS— X-ray developer and 
x-ray fixer; in 1-quart bottles, to make 1 gallon of 
solution by the addition of water. PREPARED 
POWDERS—X-ray developer powders and x-ray 
fixer powders; when dissolved in water, quantity 
makes 1 gallon of solution. Liquids and powders are 
compounded from Kodak Tested Chemicals. 


EASTMAN X-RAY MATERIALS 


A complete line of Films « Chemicals « Accessories 
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COMPLETE 
PAIN CONTROL 


For exodontia, surgery or for routine pro- 
cedures in general practice the Nargraf 
provides an efficient, simplified and eco- 
nomical means of controlling pain. In anes- 
thesia the technique is greatly simplified 
by the “single valve” dosage control which 
controls the volume of both nitrous oxid and 
oxygen; and the intermittent flow principle 
which coordinates the flow of gas with the 
patient’s respiration. 


For analgesia the Nargraf can be equipped 
with a patient-control bulb with which the 
patient controls the flow of gas, thus ad- 
ministering sufficient gas to promote anal- 
gesia and control pain in such operations 
as cavity preparation, prophylaxis, scaling 
and other routine instrumentation. For both 
anesthesia and analgesia the Nargraf reduces 
the technique to its simplest terms and pro- 
vides economy in gas consumption available 
in no other gas dispensing apparatus. 


Consider the economic and operative advan- 
tages of the Nargraf as your next equipment 
investment. Return the coupon on page 470 
for the complete Nargraf book. 


McKesson Appliance Ce. 


Tolede, Ohie 


The Dental Digest 


How often do we tell our people that 
they should have periodic x-ray ex- 
aminations? 

How often do we tell a person wear- 
ing an old type denture that there are 
better dentures now available? 

How often do we tell patients with 
discolored anterior teeth in which there 
are large metallic restorations that 
porcelain jacket crowns are possible? 

How often do we convince patients 
of the importance of periodic examina- 
tions instead of dismissing them with 
a casual, “Better come back in about 
six months for an examination” ? 

How often do we offer intelligent ex- 
planations as to why a needed bridge 
should be constructed and how the loss 
of teeth affects the face? 

How often do we explain the dangers 
of impactions, of neglected pyorrhea, 
of long-harbored pulpless teeth? 

How often does a prophylaxis in- 
clude instruction to the patient in 
proper toothbrushing? 

It is unfortunately too embarrassing- 
ly true that each of us might echo the 
farmer in saying that he isn’t practic- 
ing dentistry nearly as well as he knows 
how; nevertheless, even if we are not 
making full use of the knowledge we 
now have, I believe any new idea, one 
single idea, is worth its cost whether it 
is gleaned through the price of a mag- 
azine subscription or the cost of mem- 
bership in a dental society. Who 
wouldn’t pay five dollars for one incit- 
ing idea that might spur him to more 
alert practice, that might improve his 
efficiency, that might expand the base 
of his service? How many times over 
might a dentist have paid back to him 
his initial outlay in membership dues 
or subscription rate if his meeting at- 
tendance or reading of the dental liter- 
ature gains for him one helpful refine- 
ment a year? 

Fred Miller has a number of refine- 
ments of technique, one of which has 
been particularly helpful to me in my 
practice and I am happy to pass it on 
here: 

Fred uses a set of little impression 
trays for taking impressions of six- 
year molars preparatory to prophylac- 
tic odontotomy. The procedure is sim- 
ple: An impression of the tooth is made 
in modeling compound before the pits 
and fissures are excavated. Then the 


Dentists Like 
Ames Cement 


You can line a deep-seated cavity with 
Ames Crown and Bridge Cement and grind 
off the excess without chipping. 

You can build up a tooth preparatory to 
crowning and grind it without chipping. 

Orthodontists use Ames Cement because 
no re-cementing is necessary—the Ames- 
cemented band will be there until the job 
is completed. 

Many dentists say that they can mix 
Ames Cement stiffer than others and yet 
seat the work. 

All say that Ames holds more securely to 
metal surfaces than any other cement. 

Ames fast setting liquid facilitates work 
done on young or nervous patients. 

The cost is low—114 oz. powder—$2.00, 
liquid only $1.00. Two $3.00 units for $5.00. 


Ask your dealer 
or write The W. 
V-B. Ames Com- 


Ohio. 


BS 
POLISHERS 


RUN COOL--SMOOTH 


they do not 
throw and 

Scatter 
abrastve 


They clean thoroughly down 
to the deepest points of pits and 
fissures . . . between the teeth 
and under the free gum margin 
... yet so gently the patient feels 
little or no discomfort. And they 
do not injure the delicate gum 
tissue. 


BS Polishexss are the oldest, 
largest selling polishers in the 
world. They’re smaller, shorter 
and more convenient to use... 
run cooler and smoother . . . do 
not scatter abrasive ... and are 
made of a soft flexible rubber 
that will outlast any other pol- 
isher you ever tried. 


ESTABLISHED 


DENTAL MFG-CO 


ST-LOUIS -MO 
OVER 40 YEARS AGO 
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There’s an amazing amount of pleasure to be had in taking a den- 


tal radiograph when you’re using a mode 


First, there’s the satisfaction of knowing you have one 
of the finest x-ray units available. Next, there’s the ease 
of moving the tube head into radiographic position in 
one effortless, smooth-flowing operation. Then, there’s 
the gratification of always obtaining brilliant, diagnos- 
tic results. Finally, there’s the confidence you have in 
CDX protection from the dangers of electrical shock 
or stray radiation, and from mechanical breakdown. 

These are the things about the CDX that, for you 
who now have to contend with an unwieldy, inefficient, 
unsafe, obsolete x-ray unit, would make radiography 
fun instead of a chore. Because you will enjoy using 
a CDX, you will radiograph more frequently and with 
betier results; and this will naturally have a definitely 
beneficial effect on your practice. 

These days, with practices of the older dentists grow- 
ing rapidly, are good days to modernize your office. So, 
why not investigate the CDX today? 


*““E” CDX X-Ray Unit. 


Please send me—without obligation—a copy of the CDX 
catalog and information about the convenient CDX pay- 
ment plan. 


P110 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S. A. 


(Or please use coupon on page 470) 
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Trade Mark Registered 


Patents Pending Covering 
U.S. Patent Office 


Technique and Machine 


ACRALAIN is the outstanding development in 
Plastics for CASTING individual replacements 


such as Jacket Crowns, Veneer Facings, Bridge 


Pontics and Inlays. 


Dentists know that their success depends to a great 
extent upon the success of the restorations they 
place in the mouths of their patients. They know, 
too, many from actual cases within their own 
practices, that ACRALAIN restorations please 
patients from every angle. 


ACRALITE is furnished in 
powder and liquid form 
only. It processes easily — 
and accurately. 


ACRALITE enjoys world- 
wide Professional accep- 
tance because of its per- 
formance in the mouths . 
of thousands of pa- 
tients. Dentures of = 
ACRALITE have endur- 
ing color life and retain 
their original form. They 
gre compatible to mouth 
tissues, adaptable, perma- 
nently clean, odorless and 
tasteless. 


If your Dealer or Laboratory cannot supply you, 
please write us 


ACRALI 


257 WEST 38th ST. 


CO. Ine. 


NEW YORK, N. Y. 
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cavity is prepared and the modeli z 
compound impression of the tooth ac s 
as a sort of matrix to contour the plzs- 
tic filling that is inserted in the cavi',. 
By this technique the anatomy of tie 
tooth is reproduced with simplicity aid 
precision. This idea can redeem for tiie 
dentist many times the cost of its ac- 
quisition. Will he employ it or go on 
confirming Fred’s_ preachment that 
“Most of us aren't practicing dentistry 
as well as we know how!”? 


Priorities... 
Mr. Paul V. McNutt, the Federal 


Security Administrator, has many jobs 
brewing under his handsome grey 
thatch. Among them are included the 
health of the nation. Recently he pro- 
posed a plan under the rather frighten- 
ing headline, “May Set Priorities on 
Doctors, Dentists.”” These days we are 
growing accustomed to hear about 
priorities on steel and manganese and 
shoe polish; but we are hardly ready 
to hear about priorities in the distribu- 
tion of “doctors and dentists.” Mr. Mc- 
Nutt announces it this way: 

“Already the demands for physicians 
and dentists imposed by the need of 
the Army and Navy particularly, and 
to only a slightly lesser degree by the 
major defense industries, have resulted 
in recruitment policies which are 
seriously draining many communities 
of their medical personnel. In the event 
of full mobilization the problem will 
inevitably become critical. 

“Obviously the principal need is for 
a general recruitment program which 
takes into account such factors as the 
distribution of physicians and dentists 
in relation to the population of the 
communities in which they reside, their 
training and experience, and_ their 
availability for service in the defense 
program. 

“To administer the mobilization of 
medical and dental personnel a single 
recruitment and assignment agency 
would be set up in cooperation with the 
Army, Navy, and the Public Health 
Service.” 

Mr. McNutt, despite his eminent po- 
sition is expressing an idea that is not 
new to dental organization leaders. It 
is precisely this idea that the American 
Dental Association had in mind when 
the careful questionnaire study was 
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Examine This Instructive Booklet 
FOR Patient Distribution _ excess mouth acidity in area of denture con- 


The booklet, ‘“‘Your 
DENTURE and YOUR- 
SELF’ saves you time 
explaining about the first 
stages of wearing new 
dentures, chewing tech- 
nique, diets, speaking 
exercises, proper cleans- 
ing, and explains natural 
gum and mouth tissue 


changes requiring even- | 
tual readaptation or new 


dentures. As many copies 
as you like—no charge— 
simply send coupon. 


After all, new plates are strange to the mouth 
and controlling muscles. Therefore, worthy 
of thought as an aid in new denture control 
is the use of an efficient, alkaline retention 
medium such as... 


ASTEETH 


Combats Irritating Oral Holds Denture More 
Acidity Beneath the Firmly and More Com- 


Denture. fortably. 


Alkaline FASTEETH (1) spreads rapidly and 
evenly to form a thin, colloidal cushion of 
sustained retentive power, (2) helps ward 
off further irritation and inflammation due to 


tact. 


Let FASTEETH do an excellent job of “Home- 
work” for you. It helps the new denture 
patient to overcome fear or apprehension 
and so enjoy the advantages of your work 
sooner. 


[_] Send me at once a few copies of “Your DENTURE and 
YOURSELF” for my examination. 


D.D. 10 
(Or please use coupon on page 470) 
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THE Castle “G-V” (General Vision) Light and the “T-V” 
(Tru-Vision) Light are matched for better vision in dentistry. 
The built-in ceiling of the “G-V” floods your whole office 
with indirect light that has “quality” as well as quantity. The 
“T-V” gives glareless, color-corrected, shadow-free light for 


precision seeing inside the mouth. Write for Free “Vision” 


Booklet to 
Illustrated above is “‘H-C’’ type for high ceilings. ' 
Wilmot Castile Company, 1123 University Ave., Rochester, N. Y. 


(Please use coupon on page 470) 


NONE BETTER 
AT ANY PRICE! 


Lee Smith Certified Impression Com- 
pound requires less kneading to give 
you smoother texture for greater de- 
tail. That's why it is the favorite of 
discriminating dentists everywhere. 
Order Certified Impression Com- 
pound from your dealer TODAY 

. . . at the same regular price, 

fifty cents the half-pound box. 


GUARANTEED TO SURPASS 
A.D.A. SPECIFICATIONS 


LEE S. SMITH & SON MFG. CO. 


7325 PENN AVENUE PITTSBURGH, PENNA. 


TO ALi ADA SPECIFICATIONS 


CERTIFIED 


LEE S SMITH SON MFG CO D//TSRURGH 


x 
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made among the dentists of the Uni'ed 
States. The American Dental Assoc \a- 
tion realized more than a year ago tliat 
mobilization would mean a severe dr:in 
on the civilian population and tat 
many communities would be left «n- 
tirely without dentists. The far-sight«d- 
ness of the American Dental Associa- 
tion in collecting this body of informa- 
tion should be highly commended. In 
the files of the Association there are all 
the records necessary. The Government 
need not step in to establish a priority 
rating for physicians and dentists, be- 
cause both the American Dental Asso- 
ciation and the American Medical As- 
sociation have been far-sighted enough 
to collect this material themselves. 

Through the years the professions 
have grown accustomed to taking jibes 
now and then from so-called big busi- 
nessmen and tycoons; but the more | 
observe dental and medical organiza- 
tions, the more I am convinced that 
theirs has the longer range of perspec- 
tive; they are better organized and 
their organizations are more efficiently 
administered than similar associations 
in business and industry. 


“The Long Winter Ends” ... 


Not often has it come to the good for- 
tune of a dentist to create a literary 
work that falls in the best-seller class. 
That well deserved honor has come to 
Newton Thomas of Chicago with the 
publication of his book, THE Lone 
WINTER Enps, by The Macmillan Com- 
pany. Newton Thomas is known to 
hundreds of dentists in the United 
States, dentists who were former stu- 
dents of his inthehistology departments 
of Northwestern University, the Uni- 
versity of Illinois, and the University 
of Pittsburgh. For a time Newton 
Thomas was associate editor of The 
Journal of the American Dental Asso- 
ciation under C. N. Johnson. 

Let the professional book reviewers 
say the many good things they are say- 
ing about Newton’s novel: that it is a 
“vivid story, noble in conception” and 
“quite an exceptional novel” (New 
Yorker); or, according to the New 
York Times that it is “appealing in 
itself and also a fascinating study of the 
force of education when applied to a 
receptive adult intelligence.” These are 
the kind and justified words of review- 
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A new (the second) edition of 
“YOUR TEETH AND YOUR LIFE” 


announced in August... . 
30,000 copies sold in August 
and September. 


Last month we announced a new edition of YOUR TEETH AND YOUR 
LIFE. One hundred thousand copies of the first edition had been distrib- 
uted to patients by practitioners throughout the country. Never has pa- 
tient education material received such widespread coverage within a short 
period of time. 

There are many reasons why you, too, should use YOUR TEETH AND 
YOUR LIFE in your patient education program. If you observe the con- 
tents of this booklet we know you will realize the importance of getting 
a copy into the hands of each of your patients. It is material they will 
read. It will benefit them. It will help you as patients are appreciative 
of the dentist who has their welfare in mind. A quick glance at the charts 
reproduced here should prove to you the value of this booklet. 

YOUR TEETH AND YOUR LIFE explains in lay language the wis- 
dom of proper and constant dental care. The charts themselves, printed 
in two colors, tell the essential story. 

Join the thousands of practitioners who are using YOUR TEETH AND 
YOUR LIFE now. Where can you obtain so much real value at so little 
cost? This material can be used advantageously in many ways: (1) as a 
statement enclosure; (2) for reception room use; (3) for patient distribu- 
tion upon dismissal; (4) for dental societies and Parent-Teacher Asso- 
ciation groups; (5) for enclosure with patient recall cards. 

The prices are low—25 for $1.00; 100 for $3.00. Fill in the coupon 
and mail NOW. Invest in patient education material of an ethical and 
practical nature. 


e THE DENTAL DIGEST. 
1 1005 Liberty Ave., Pittsburgh, Pa. 
MAIL 
COUPON Here is $............covering........ .copies of 
YOUR TEETH AND YOUR LIFE. 
TODAY 
Dealer... D.D. 10 


(Or please use coupon on page 471) 
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DENTISTRY BEHIND THE 8-BALL AGAIN 


In October OraL HYGIENE, one of dentistry’s most popular authors, Doctor 
Walter H. Jacobs, sounds a warning note in his characteristic lively style. 
Don’t miss “Dentistry Behind the 8-Ball Again.” . . . The chairman of the 
Curriculum Committee of the new Harvard School of Dental Medicine, Doctor 
John W. Cooke, has written for ORAL HYGIENE an authoritative explanation 
of the school’s policy and objectives . . . The wife of a U. S. Navy dentist, 
Nancy Hale, tells why “Navy Life is Never Dull.” . . . Doctor Max Biesenthal, 
director of the Winfield Sanatorium, believes that “Dental Care is Important 
in Treating Tuberculosis.” . . . “Let Us Build No Frankensteins!” warns 
Doctor Samuel J. Kopetzky of New York, in discussing the rehabilitation of 
selectees . . . Doctor John S. Voyles predicts that “It Will Be Our Job to 
Pick Up the Pieces,” in the restoration of dental health after the war .. . 
“Patients Have Rights,” in the opinion of Doctor Fred C. Elliott, dean of 
Texas Dental College, in OraL Hyciene’s digest of an address of his... 
And, also in October, ORAL HYGIENE’s six popular departments: “Ask ORAL 
HycIENE,” and “Technique of the Month,” and “Editorial Comment,” and 
“Military and Defense News,” and “Dentists in the News,” and “Laffodontia” 
... The Corner tells about a dentist who writes in rhyme, but who insists he’s 
not a poet. , 


In your October 
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ers who read a book but know nothin : 
of the author except perhaps what the . 
learn from the blurb on the jacke'. 
What they cannot know is that th’; 
magnificent book of Newton Thomas 
is indeed an autobiography. Newto.: 
Thomas and his father are the prota:- 
onists in this novel. Newton Thomas 
himself emerged from an immigrant 
boy working in a copper mine to be- 
come a dentist, a college professor, and 
now a successful author in American 
letters. That one man can do this in one 
lifetime proves again that the American 
tradition of individualism and oppor- 
tunity still burns fiercely and defiantly 
today. 

I know that Newton Thomas has 
worked persistently for long years in 
the preparation of this book. Few may 
be aware of the “blood, sweat and 
tears’ that go into a book read for pleas- 
ure or diversion or edification. 

The dental profession may take pride 
that it is one of its members who has 
made this contribution to American 
literature. Newton Thomas is entitled 
to rejoice that his own many long win- 
ters have ended so well in this worthy 


book.—E. J. R. 


DENTAL MEETING 


Dates 


American Academy of Periodontol- 
ogy, regular meeting, Houston, October 


23-25. 

American Society for the Advance- 
ment of General Anesthesia in Dentis- 
try, Fall meeting, Midston House, 38th 
Street and Madison Avenue, New York 
City, October 27. 

American Dental Association, annual 
meeting, Rice Hotel, Houston, October 
27-31. 

American Dental Assistants’ Associa- 
tion, seventeenth annual meeting. Texas 
State Hotel, Houston, October 27-31. 

American Dental Hygienists’ Assv- 
ciation, eighteenth annual meetiig, 
Lamar Hotel, Houston, October 27-5!. 
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